before surgery. Other outcomes analyzed were 30-day major adverse event rate (composite of stroke, death, and myocardial infarct), death, stroke, disabling stroke, myocardial infarct, neck hematoma, cranial nerve palsy, reoperation, and readmissions in hospital at 30-days rate and timing to CEA.
Results: There were 81 CEAs included in the study, 32 in group A (40%) and in group B 49 (60%). Recruitment patient rate per month doubled (1.1 vs 2.8 patients per month) after stroke unit establishment. Comorbidities were similar between the two groups. Minor stroke and transient ischemic attack distribution was significantly different: 31% (n ¼ 10) and 69% (n ¼ 22), vs 59% (n ¼ 29) and 41% (n ¼ 20) in groups A and B, respectively (P ¼ .014). Timing to CEA was similar and all CEAs of group B were performed within 7 days from symptoms onset. The Table sum ups the 30-day results. Any death or disabling stroke occurred in both groups. Thirty-day improvement in neurologic status was higher in group B (30.6% v s12.5%; P ¼ .06) and predictors for improvement in neurologic status were centralization in a stroke unit (odds ratio [OR] , 10.99; 95% confidence interval [CI], 5.3-22.9; P ¼ .004), minor stroke as symptom onset (OR, 0.22; 95% CI, 0.15-0.34; P < .001), and timing to CEA between 2 and 7 days (OR, 1.89; 95% CI, 1.5-2.3; P < .001). Timing to CEA 2 increased the risk of impairment in neurologic status on univariate (P ¼ .037), but not on multivariate analysis.
Conclusions: According to this preliminary experience, the introduction of a stroke unit for selected (NIHSS < 5) symptomatic carotid stenosis increases significantly the rate of patients referred to CEA per month. Centralization in a stroke unit, and timing to CEA between 2 and 7 days are safe and associated with 30-day improved neurologic status.
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PC054. Clinical Impact of Routine Cardiology Consultation before Elective Carotid Endarterectomy in Neurologically Asymptomatic Patients
Michele Piazza, Francesco Squizzato, Jacopo Taglialavoro, Mirko Menegolo, Franco Grego, Michele Antonello. Padova University, Padova, Italy
Objectives: Stroke and myocardial infarction (MI) represent the major complications to be prevented during elective carotid endarterectomy (CEA). The aim of the study was to determine the clinical impact of routine cardiology consultation before CEA in neurologically asymptomatic patients in terms of perioperative and postoperative complications.
Methods: A single-center retrospective review of all patients who underwent elective CEA for asymptomatic carotid stenosis of >70% from January 2007 to November 2017 was performed. CEA technique was equivalent for all patients and included general anesthesia and routine electroencephalographic monitoring. Two groups were compared: patients operated on from 2007 to 2011 received preoperative cardiology consultation only in selected cases at the discretion of the anesthesiologist (group A) and patients operated on from 2012 to 2017 received routine preoperative cardiology consultation (group B). At 30 days, primary outcomes compared were MI, dysrhythmias, major/minor stroke, death, and the composite end point stroke plus MI. A multiple logistic regression was performed to identify any predictor of perioperative complications.
Results: There were 1918 elective CEAs performed, 826 in group A and 1032 in group B. The mean age was 72.6 6 7.8 years without differences between groups. Patients in group B were more likely to have previous percutaneous transluminal coronary angioplasty (13.1% vs 8.8%; P ¼ .003), dual antiplatelet therapy (8.9% vs 5.1%; P ¼ .001), and statin therapy (72.1% vs 61.6% vs; P < .001) at the time of intervention. No perioperative deaths were observed, and there were no differences between groups A and B regarding perioperative neurologic complications (minor stroke, 0.2% vs 0.2% [P ¼ 1.0]; major stroke: 0.6% vs 0.2% [P ¼ .117], respectively) and dysrhythmias (0.1% vs 0.1%; P ¼ .84, respectively). When comparing the MI rate between groups A and B, there was a significant reduction (0.5% vs 0.1%; P ¼ .03, respectively) as also for the composite end point stroke plus inferior mesenteric artery (IMA; 1.1% vs 0.6%; P ¼ .011, respectively). These results were confirmed by the multivariate analysis, showing that cardiology consultation was an independent predictor of both MI (OR, 0.61, 95% CI, 0.33-0.94; P ¼ .037) and stroke plus IMA (OR, 0.28, 95% CI, 0.12-0.59; P ¼ .010) reduction (Table) .
Conclusions: In our experience, routine preoperative cardiology consultation before elective CEA in patients with asymptomatic carotid stenosis was effective in reducing perioperative and postoperative MI as also stroke plus IMA. Routine cardiology consultation should be considered to maximize the modern risk/benefit ratio of CEA.
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